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CASE REPORT 
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Introduction all pulses in the right leg were easdy palpable. A 
source of arterial embolism was not clinically evident 
The use of indwelling central venous catheters for Emergency angiography showed an occlusion of the 
long-term access for therapeutic regimens i becoming mid-left common iliac artery extending to the mid 
increasingly common, and the complications as- external i iac artery. The right common, external and 
sociated with these hnes are well recognised. Com- internal iliac arteries and the left femoral, popliteal 
plications associated with insertion include and proximal trifurcation arteries were reported as 
pneumothorax, haemothorax, inadvertent arterial entirely normal. The appearance strongly suggested 
puncture, cardiac tamponade, and catheter em- arterial embolism. Thrombolysis was inappropriate, 
bolisation. Long-term problems encompass sepsis and as the left leg had developed a neurosensory deficit. 
venous thrombosis. Paradoxical embolism has not pre- The left groin was explored under local anaesthesia 
viously been described originating from a central ven- and an embolectomy was attempted. Adequate inflow 
ous line. We report a case of acute lower limb ischaemia could not be established, and this was felt to be due 
occurrmg as a result of paradoxical ebolisation of to organisation of previous emboli. A femorofemoral 
thrombus arising from an indwelling central venous crossover graft was performed using a polytetra- 
catheter, fluoroethylene graft which successfully revascularised 
the left leg. 
Abdominal ultrasonography and transthoracic e ho- 
Case Report cardiography both failed to identify an embolic source. 
Subsequent transoesophageal echocardiography re- 
A 30-year-old woman presented with sudden onset of vealed a 2 cm thrombus attached to the tip of the 
pain in her left leg of 6 h duration. She had severe Portacath (Fig. la), and a patent foramen ovale was 
asthma reqmring 60 mg of prednisolone daily and identified following injection of echocontrast through 
intravenous salbutamol which was given through a the Portacath (Fig. lb). The ischaemic leg was felt 
permanent central venous catheter (Portacath), the tip likely to be due to paradoxical embolisation of throm- 
of which lay in the right atrium. Her long-term steroid bus from the indwelling line through the patent 
therapy had caused Cushing's yndrome and though foramen. 
she was only 1.52 m in height, she weighed 109 kg. There was concern that a further embolism might 
cause a stroke Open thrombectomy and closure of the She had sustained a cerebrovascular event 1 year 
previously, from which she made a full recovery. At patent foramen was rejected ue to the patient's poor 
this time, no association was made between the stroke general condition. Aspiration thrombectomy was not 
and the central venous catheter, considered feasible. Thrombolysis via the Portacath 
On examination she had a pulseless left leg, though was felt likely to lyse the narrow stalk and precipitate 
further emboli, as was simple removal of the Portacath. 
* Please address all correspondence to. N R F Lagattolla, Guy's The patient was therefore anticoagulated with heparm 
Hospital, London SE1 9RT, U K 10 000 units subcutaneously twice daily. After 2 weeks, 
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left atrial or auricular thrombus,  5 right to left intra- 
cardiac shunts 3"5 left atrial spontaneous echocon- 
trast, 6 atrial septal aneurysm, 6 and patent foramen 
ovale. 7 
Patent foramen ovale is found at post -mortem in up 
to 35% of individuals, 3and the incidence in patients 
with cryptogenic stroke is 56%. 8 The prevalence of 
patent foramen ovale in the general populat ion has 
led some authorit ies to doubt  its significance m the 
genesis of arterial embol ism, yet the same argument  
leads others to consider patent foramen ovale as an 
underest imated cause of acute arterial occlusion. 3's Fur- 
ther evidence for the latter may be found in the re- 
cognised association of long-term central venous 
catheterisation and cerebral abscess formation, which 
may reflect the existence of unrecognised atrial septal 
defects. 
Fig. 1. (a) Transoesophageal chocardlogram showmg an echogemc 
mass attached to the tip of the Portacath situated m the right atrium A right-to-left shunt across a patent foramen ovale 
(b) Transoesophageal chocardlogram demonstrating left atrial ech- IS facilitated by pu lmonary  hypertens ion elevating the 
oes (arrow)followmg rejection of echocontrast into the Portacath right atrial pressure. This may occur as a result of 
This is indicative of a right-to-left atrial shunt through a patent 
foramen ovale (c) Repeat transoesophageal echocardlogram show- previous repeated pu lmonary  embol i  or f rom existing 
mg resolution of the echogenxc mass after 2 weeks of treatment chronic pu lmonary  disease. The severe obstructive 
wlth heparm airways disease and result ing cor pu lmonale  suffered 
by our patient resulted in a right-to-left shunt across 
her atrial septum which we consider enabled para- 
doxical embohsm into her left leg. 
repeat transoesophageal  echocard iography showed 
With regard to the posit ioning of long-term central 
resolution of the Portacath-related thrombus (Fig. lc). 
venous catheter tips, we are concerned that their loc- 
The patient was warfar inised and discharged home. 
ation within the right atr ium rather than the superior 
She was readmitted 4 weeks later with Portacath site 
vena cava may allow a larger amount  of adherent  
infection which settled with antibiotics. The patient thrombus to develop. The preferable location of such 
died 6 months  later fol lowing a cardiac arrest com- catheter tips may be the distal superior vena cava. 
pl icating acute myocardit is  conf irmed at post-mortem. 
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